
The defendant Cobb testified that the other defendants
were in his employ. Of course, if Dr. Beals was guilty of
malpractice, his employer would be responsible. But the
court thinks the testimony in respect to office arrangements
and bills rendered for professional services indicated a
joint enterprise or partnership between all of the defend¬
ants, hence there was no error in submitting to the jury the
question of the liability of all the defendants as partners.
No explanation was offered why, when professional services
were rendered by one of the defendants, the patient would
be presented with a bill showing all the defendants entitled
to receive the fee charged therefor.

Society Proceedings
COMING MEETINGS

American Academy of Ophth. and Oto-Laryn., Chicago, Oct. 5-7.
American Association of Railway Surgeons, Chicago, Oct. 13-15.
Colorado State Medical Society, Denver, Oct. 5-9.
Delaware State Medical Society, Wilmington, Oct. 11-12.
Idaho State Medical Association, Lewiston, Oct. 6-8.
Medical Association of the Southwest, Oklahoma City, Oct. 12-13.
Minnesota State Medical Association, Rochester, Sept. 29-Oct. 1.
Mississippi Valley Medical Association, Lexington, Ky., Oct. 19-21.
Utah State Medical Association, Salt Lake City, Sept. 28-29.
Virginia State Medical Society, Richmond, Oct. 26-28.
Wisconsin State Medical Society, Milwaukee, Oct. 6-8.

MICHIGAN STATE MEDICAL SOCIETY
Fiftieth Annual Meeting, held at Grand Rapids, Sept. 1 and 2, 1915

(Concluded from page 1055)

Abscess of the Tongue; Report of a Case
Dr. J. Vernon White, Detroit : The patient was 28 years

old. He contracted tonsillitis, which followed the usual
course. On the fourth day he began to feel pain in swallow¬
ing, radiating down the trachea and over the side of the neck,
which was accompanied with chills and fever. These symp¬
toms continued, but each day they developed greater intensity,
causing a nervous irritability characteristic of exhaustion.
This condition continued for ten days, without abatement. At
this time I examined him for the first time. He was suffering
continually from pain. The tongue was swollen and coated
with a white mucous secretion. He could not protrude his
tongue without causing intense pain. The tip of the tongue
was apparently normal, but the posterior two thirds was very
hard and hypertrophied, and occupied the whole buccal cavity.
There was a thickening of a few submaxillary glands. Palpa¬
tion revealed an intense induration on compression. There
was no fluctuation noticeable. The case continued the same
for three days, when on further palpation I discovered fluctua¬
tion. When fluctuation is well established, the important point
is to determine where to make the incision to liberate the pus.
1 recommended that an incision be made below the tongue and
a little to one side of the median line. This affords proper
drainage, is not likely to become reinfected, and at the same
time obviates the possibility of a tracheotomy. The bacteria
present in this case were the staphylococcus and colon bacillus.

DISCUSSION

Dr. V. A. Chapman, Muskegon : I have had three cases
of abscess of the tongue in the last eleven years, which tally
with the foregoing description. The first one went on for
five or six days, with the patient suffering considerably, before
I discovered what was the trouble. The next patient was a
man of 76, in whom the symptoms were very grave. In this
case an incision was made deep in the base of the tongue
from the side, and underneath. The third case was recog¬
nized more easily, a free incision made before any fluctuation
was felt, and the patient got better. In all of my cases the
abscess followed tonsillitis.
Dr. B. N. Colver, Battle Creek : I had an interesting case

of this sort. This patient, however, did not have a history

of tonsillitis. There was a dysphagia, which led to the diag¬
nosis of probable carcinoma of the tongue. The patient was
asked to return, with a view to operation. Within four or
five days the man returned with all the symptoms relieved,
and with a history of a sudden appearance of pus in the
mouth. Examination at that time established the fact that it
had been a tongue abscess, which had spontaneously ruptured.
I should like to make one suggestion in regard to the early
diagnosis of these cases, namely, exploratory puncture with
possible withdrawing of the pus, thus making the diagnosis
two or three days earlier, and sparing the patient some pain
in the days of waiting.
Dr. Don M. Campbell, Detroit: These cases seem to be

associated with tonsillitis, but it is hard to see how the infec¬
tion takes place from a peritonsillar infection. It would
seem to me to be more likely an infection of the lingual tonsil
that would cause such a condition as that reported.
Dr. J. Vernon White, Detroit: The literature, which I

have looked up very exhaustively, was so obscure as to any
causation that I have come to the conclusion that we know
nothing about it. It is only a presumption on my part, but,
excluding the possibility of other germs, I came to the con¬
clusion that it must be the lymphatics that infected these
structures. However, I think Dr. Campbell's point is a good
one. But I really think it is very unusual for the deep
structures at the base of the tongue to become involved.
The time that elapsed between the abscess formation and the
time at which the infection originally took place is astonish¬
ingly long.
From what information I could gather, the incisions that

have been made heretofore in such cases have been through
the dorsum of the tongue, by pulling it forward. In this case
I thought the easiest way would be to use a trocar and
cannula, raising the tongue, and going through anteriorly.
In this way the larger vessels are not wounded, and I think it
is the safest plan. In operating through the base of the
tongue there is danger.

Vincent's Angina
Dr. B. N. Colver, Battle Creek: A large number of cases

of Vincent's angina go undiagnosed. It is not a common
disease. It may occur epidemically in children's hospitals,
but outside of hospitals it is more frequent in young adults.
It usually appears in children suffering from some form of
malnutrition. It follows or complicates some cases of
measles, scarlet fever, whooping cough and diphtheria. In
adults, as in children, any lowering of general vital resistance
is a predisposing factor. Insanitary environment, faulty per¬
sonal hygiene and local lesions of the tonsils, gums or buccal
mucosa invite the infection. Differential diagnosis must be
made with syphilis, diphtheria, streptococcal angina, and other
intense infections resulting in ulcération and pseudomembra-
nous formation. In making the diagnosis, one must resort to
the study of fresh smears, cultures and the Wassermann test.
As regards prognosis, children fare less well than adults.
Cases of mixed infection are the least favorable. Treatment
should be supportive and eliminative. In hospitals, isolation
should be enforced ; in families, the usual prophylactic mea¬
sures. During the past year we have seen seven cases. Two
were of the extratonsillar type ; one was associated with
syphilis, and in another there was apparently a concurrent
infection with the Klebs-Loeffler bacillus and- the Bacillus
fusiformis and spirillum. The other three cases showed the
possibilities of contagion and the advantage of early diagnosisand prompt therapeutic action.

DISCUSSION
Dr. L. J, Goux, Detroit : I saw one case of Vincent's angina

at the eleventh hour. It was thought probable that a trache¬
otomy in this particular case was the proper treatment. The
patient was so much more comfortable by the time I arrived
that the idea of any operative interference was dismissed.
About three hours afterward I was called suddenly, but the
patient died before my arrival. This was evidently an
extremely virulent form, and the impression I got from this
case was that a case of Vincent's angina in this stage should
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not be left alone—that is, without expert help or assistance
available.
Dr. B. N. Colver, Battle Creek : The involvement of the

larynx in these cases is almost always fatal. I have read of
cases in which intubation or tracheotomy has been performed,
but in none has such a procedure met success.

Relation of Localized Headaches and Some Organic Eye
Lesions to Intranasal Accessory Sinus Diseases

Dr. P. J. Livingstone, Detroit : Some disclaim that the
close relation of the sinuses to the orbital cavity is the con¬
stant or almost constant cause for grave disease of the optic
nerve, associated with disease of the accessory sinuses ; but
rather that final intra-ocular lesion, especially optic atrophy
and retrobulbar neuritis, appears in these cases as a general
vascular intoxication. I think, however, the consensus of
opinion of those of largest experience is that these two serious
conditions, associated with sinusitis and ethmoiditis, are

dependent on pressure of exúdate, either by direct exúdate
pressure or distended sinus walls, or local extension of infec¬
tion or new growth. The important group, however, of ocular
symptoms due to accessory sinus disease is made up of those
cases of optic neuritis, neuroretinitis and thrombosis without
external signs of orbital inflammation. The second class of
cases comprises those persons coming frequently for the
relief of frontal and orbital headache, by the way of refrac¬
tion correction. One will not find pus in the anterior portion
of the hiatus semilunaris to indicate antrum disease, or in
the posterior portion to indicate posterior ethmoid disease,
but one will find on inspection often a very narrow middle
meatus, sometimes on account of a large, turgescent, intensely
red middle turbinate, which of itself fills up the middle
meatus, obstructing drainage. Sometimes a high septal deflec¬
tion is to be found impinging on the middle turbinate, causing
pressure swelling. Often these cases have much irritation of
the so-called sensitive area, with sneezing, frequent head-
colds and conjunctivitis of greater or less degree. I am con¬
vinced that many of the latter class deserve more careful
examination for obstruction of the middle and superior meatus
for the relief of trying frontal and orbital pains.

DISCUSSION

Dr. Don M. Campbell, Detroit : We perhaps have not a

very clear idea of the various intranasal conditions which
may produce symptom conditions about the eye. The pres¬
sure conditions in the intranasal cavity are very important.
One class of cases is very trying, namely, those patients
coming with asthenopic symptoms, with a low grade of astig¬
matism, and perhaps .some imbalance of the ocular muscle,
with heterophoria. In two or three weeks or a month after
careful correction, these patients will come back with a

different type or degree of phoria. In this class of cases it
is almost impossible to fix the point of the axis of the
cylinder correctly, permanently. I have seen quite a number
of such cases that have been permanently relieved by relief
of the intranasal pressure. Another interesting class of cases
includes those due to various grades of sepsis in the nose.
Dr. W. R. Parker, Detroit : I have never seen a case of

optic atrophy that I have been able to attribute to causes in
the accessory sinuses. That it does occasionally occur there
can be no doubt, but a coincident retrobulbar neuritis with
polypi is not enough evidence to make it an etiologic factor.
Dr. R. B. Canfield, Ann Arbor : Although the optic nerve

itself is in very intimate relationship in some skulls with the
posterior ethmoid and sphenoid, we find in those skulls abso¬
lutely nothing in the nose to support any belief that a nasal
condition may be important in establishing this eye disease.
In such cases, when other factors have been eliminated, it has
been too often the custom to do some surgical interference
in the nose, the result of which is that healthy accessory
sinuses have been opened, slightly turgescent middle turbinâtes
have been removed, and other operative procedures have been
indulged in, with the result that the patient has been more

uncomfortable than before. I deprecate such operative inter¬
ference unless a very definite reason can be seen for so doing.
I think that cases of fundus disease dependent on accessory
sinus disease are very rare.

Dr. J. E. Gleason, Detroit : I have had two cases ot
ruptured mucocele in the frontal sinus that produced all the
symptoms of tumor of the orbit. In both these cases the
roentgenogram failed to help in any way to show necrosis of
the floor of the sinus, and there was also no evidence on the
part of the middle meatus.
Dr. Albert E. Bulson, Jackson : My experience is that

these cases of optic nerve trouble are due to other causes
than the nasal reflex irritation present.
Dr. B. R. Shurly, Detroit : For many years I have been

endeavoring to find these cases. It would seem, from the
work of Dr. Loeb, that we must be missing a great many
of them ; but, in point of fact, they are extremely few.
Restoration of Functional Activity Following Surgical

Treatment of Nasal Tract
Dr. O. W. White, Detroit : Malocclusion produces nasal

disturbance. I have noticed cases in which mouth-breathing
has developed with no malocclusion of the arches, or nasal
obstructions apparently present. The mouth simply relaxed
involuntarily, causing all the surrounding tissues to lose tone
and their power to functionate. This condition may be cor¬
rected by forced nasal breathing during sleeping hours by
the use of lip and chin bandages. Even young children can
wear them with little inconvenience. Artificial stimulation
of tissues involved by massage is always helpful, if skilfully
applied.

discussion

Dr. R. B. Canfield, Ann Arbor : The laryngologist is
perhaps considerably at fault because he has not cooperated
with the orthodontist as he should. The laryngologist removes
adenoids and tonsils, and is very prone to believe that that
child has perfect nasal breathing. And if he sends the
patient to an orthodontist for the correction of the occlusion,
he feels that his duty has been done. It is a very simple
thing to measure the nasal breathing and mouth breathing,
and this should be done. We know that just as long as a
child can breathe more easily through the mouth than through
the nose, he will continue to do so. The laryngologist should
see that the child breathes more easily through the nose than
the mouth after operation.
Dr. V. A. Chapman, Muskegon : I agree with Dr. Can-

field's position. These children do not get enough air
normally, and consequently are forced to breathe through the
mouth. In our public schools they give breathing exercises,
which are incorrect, in that they teach the child to inhale
through the nose and exhale through the mouth. I think
that is radically wrong. Those breathing exercises should be
conducted with the inhalation and exhalation both througii
the nose.
Dr. James M. De Kraker, Grand Rapids : The lack of

development of the chest and the muscles of proper breathing
in these cases makes it difficult for the child to keep the
mouth closed. The thing to do, after the nasal and throat
obstructions have been removed, is to try to develop the
muscles of proper breathing. I have found that exercises with
this end in view have accomplished a great deal. Of course,
the closing of the mouth with some apparatus at night is
sometimes necessary, because you lose at night what is gained
in the daytime, but when you can establish breathing in such
a way that it will become easier to breathe through the nose
than through the mouth, the mouth-breathing is cured.

Scierai Trephine Operation for Detachment of the
Retina: Results Obtained in Twelve Patients

Dr. Walter R. Parker, Detroit : I wish to report my
results in cases of detachment of the retina treated by
trephining the sclera, associated with incision in the choroid
and retina. In three cases very good results were obtained.
In two cases in which the vision was made worse, one had
fluid vitreous, a portion of which was lost during an opera¬
tion for cataract extraction, and the other was a case of
high myopia. The field was made worse in three cases. In
one the detachment was very extensive and the choroid was
not incised. In another there were present contraction bands
in the retina, the choroid was detached, and the patient had
a four-plus Wassermann, with total detachment of the other
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eye. The third was a case of high myopia. The procedure
seems to be unattended by any danger, either of impairing the
integrity of the globe, or, in uncomplicated cases, of increas¬
ing the extent of the detachment. On theoretical grounds,
at least, it would seem desirable to drain off the subretinal
fluid without injuring the retina. In the cases reported, how¬
ever, the best results were obtained when the escape of the
subretinal fluid was followed by a discharge of a small amount
of vitreous.

Gas Bacillus Infections
Dr. Angus McLean, Detroit : This infection in private

practice is somewhat different from what it is in military
surgery, in that it is unexpected. Cases are rare, and usually
the infection is not anticipated until there is some evidence
by the air in the tissue and its subsequent crackling. In our

experience the Roentgen ray has been able in some cases to
show the line of gas before it could be detected by palpation.
In our series of cases the results after amputation of the
limb have not been any better than the open method. We
believe in the excision of all necrotic tissue and the injection
above the injury by separate puncture of hydrogen peroxid
or oxygen itself. Gas bacillus infection is not always confined
to injured tissue. It has been seen in the puerperal cases, and
always fatal. Clinically, it is not possible for us to differen¬
tiate between the malignant edema and the true gas bacillus
infection. The treatment, however, is about the same. We
strongly recommend the use of the Roentgen ray in sus¬

pected cases.

Ureteral Obstruction: Report of an Unusual Case
Dr. Frank C. Witter, Petoskey : My patient, 19 years of

age, weighing about 95 pounds, suffered with intermittent
attacks of pain in the right upper abdomen, accompanied by
a visible rounded tumor about the size of an orange, that
would disappear, with cessation of the pain. Examination
of the urine and functional tests were negative, as were also
roentgenograms of both kidneys. Collargol injections were
not deemed advisable. She presented some symptoms of
chronic appendicitis with general enteroptosis. There was no

evidence of stone in pelvis or ureter. Three anomalous ves¬
sels crossed the ureter in close proximity to each other,
causing the obstruction when the exaggerated visceroptosis
allowed the ureter to be drawn tightly across the vessels.
Ligation and section of these vessels removed the obstructing
factor. No return of the trouble has recurred during the
year which has elapsed since the operation.

Osteoma of Frontal Sinus, with Report of Case
Dr. V. A. Chapman, Muskegon : A woman, aged 52, con¬

sulted me, May 14, 1908. She stated that she had been having
headaches for three years, since having the grip. Some
enlargement of the right supra-orbital ridge region was

apparently bearing down on the right eye. She had headache
almost constantly, and sometimes it was very severe. A large,
irregular, nodulated, ivory bone tumor was removed from
the right frontal sinus. The tumor rested in the frontal
sinus, and by pressure erosion had caused a small perforation
of the anterior bony wall. There was considerable milky
white, thickened mucus about it, and it was this which caused
the fluctuation on palpation. The tumor extended from near
the external angular process of the frontal bone to nearly
an inch past the median line, thus extending over into the
left frontal sinus. A large projection of the tumor had
pushed down into the ethmoid region beneath the nasal bones.
The tumor had arisen by a short pedicle springing apparently
from the diploe of the skull above the frontal sinus. There
is a thin layer of bone compressed in a fissure between the
left projection of the tumor and its main body. This is the
portion that extended over into the left frontal sinus.

Effect of Loud Noises on the Organ of Corti
Dr. E. J. Bernstein, Kalamazoo : Man is losing many of

his delicate senses. Environmental changes no longer neces¬
sitate the strenuous exercise of these functions for the main¬
tenance of life. Continued loud noises and explosive noises
result in great destruction to the organ of Corti primarily,
and secondarily to the nerves of hearing. In many cases this

destruction is permanent and irremediable. In some of the
explosion experiments, however, especially when they have
been repeated, it has been found that Nature restores the
function again after a period of rest.

Report of the Committee on Vaccine and Serum Therapy
in Diseases of the Eye, Ear, Nose and Throat

Dr. Wilfrid Haughey, Battle Creek : Circular letters were
sent to thirty men throughout the state asking for results of
bacterin and serum therapy. It was late in the year, and a
sufficient number of replies to justify final conclusions were
not received. All who have reported seem to feel that they
have secured desired results. The majority use mostly autog¬
enous vaccines. The reports for autogenous vaccines show a
little better results, about 4 per cent., than those for stock
vaccines. I have used both stock and autogenous vaccines,
with the advantage in favor of the latter. In most cases I
have used the stock vaccines while having autogenous vac¬
cines prepared. During the time of this investigation I have
used autogenous vaccines in fourteen cases, with eleven clin¬
ical cures and three improved. I have used stock vaccines in
fifteen cases, with twelve clinical cures, one improved, and
two not improved. I have used vaccines in otitis media, sub-
acute and chronic, mastoiditis, ethmoiditis, frontal sinusitis,
rhinitis, pharyngitis, tonsillitis, blepharitis and furunculosis.
One failure was in episclerîtis and one in a chronic otitis
media. Three of the men who answered the circular letter
believe better results are obtained when the infection is
staphylococcic, and all state that their experience gives them
faith that vaccines have distinct therapeutic value.

DISCUSSION
Dr. Anna O'Dell, Detroit : I have had a good deal of

success in the treatment of chronic arthritis following acute
attacks with autogenous vaccines.
Dr. Don M. Campbell, Detroit: In gonorrheal iridocyclitis

in the acute stage, antigonococcic serum is the logical remedy.
Diphtheritic conjunctivitis also is best treated by a serum.
There is one place in otology in which a suitable serum is of
the greatest value. When the surgeon has done all he can
do, surgical drainage has been established, all diseased tissues
removed, perhaps the sinus opened and jugular vein tied, and
still the recuperative powers of the body seem inefficient in
starting the patient on to recovery—when a negative phase
of great persistency has been established, and the protective
processes of the body, overstimulated in the fight with infec¬
tion, lie dormant, then the right serums will frequently supply
temporarily what the body cells cannot produce. The patient
is tided over a crisis, and when he has once passed it, the
way is opened to recovery.
Dr. L. J. Goux, Detroit : The cases in which I have used

vaccines covered about the same classification as that read by
Dr. Haughey. In three cases I had autogenous vaccines made.
In one case, a child with arthritis, the vaccine treatment was
the only one used, with very good result. In some cases of
children with glandular nodules in the neck, when it has
been difficult to say just what was the cause, I have used the
mixed vaccines, and have had very good success with the
use of the stock vaccines.
Dr. John G. Huizinga, Grand Rapids: I have been inter¬

ested more particularly in the application of vaccine treatment
in case of atrophie rhinitis. I have treated eight or nine
cases in the last year along this line, some with indifferent
results, but in three I secured very satisfactory results.
Dr. E. W. E. Paterson : I have had four cases of laryn¬

gitis, one with almost complete aphonia, in which I have
used vaccines with good results. I favor autogenous vaccines,
but would not discourage the use of stock vaccines when we
are not prepared to make the autogenous vaccines.
Modern Diagnostic Methods in the Surgery of the Kidney
Dr. Daniel N. Eisendrath, Chicago : In cases of persistent

or recurrent fever in which no other focus of infection can
be found, the kidney should always be thought of as the seat
of trouble. It is a common occurrence to see cases of the
most severe renal infection without any signs pointing to the
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urinary tract. The bladder should be examined and the
ureters catheterized "when the -urine contains pus, or there
are symptoms of cystitis, and local treatment does not help. I
make it a routine practice to have roentgenograms made in
every case of infection of the upper urinary tract. Not infre¬
quently a calculus will be found as the source of trouble.

Current Medical Literature

AMERICAN
Titles marked with an asterisk (*) are abstracted below.

American Journal of Diseases of Children, Chicago
September, X, No. 3, pp. 153-228

1 »Protein Need of Infants. B. R. Hoobler, Detroit.
2 »Studies in Infant Metabolism and Nutrition, Composition and

Preparation of Protein Milk (Eiweissmilch). A. M. Courtney
and H. L. Fales, New York.

3 »Diagnostic Significance of D'Espine's Sign. H. F. Stoll, Hartford,
Conn.

4 Longitudinal Sinus as Place of Preference in Infancy for Intra¬
venous Aspirations and Injections, Including Transfusion. H.
F. Helmholz, Chicago.

5 »Studies on Epidemic Abortion Reactions in Children. J. P. Sedg-
wick and W. P. Larson, Minneapolis.

6 »Results of Von Pirquet Reactions. W. R. Ramsey, Minneapolis.
7 Does Bacillus Abortus (Bang) Infect Man? M. Nicoli, Jr., and

J. S. Pratt, New York.
8 Quantitative Determinations of Nonprotein Nitrogen in Blood of

Newborn. F. W. Schlutz and C. J. V. Pettibone, Minneapolis.

1. Protein Need of Infants.—Hoobler has followed the
method of feeding low protein for the past three years and it
is his belief that children do better, since the method allows
the giving of much larger quantities of carbohydrates and
fats without overfeeding the child, and readily permits the
use of top, whole, skimmed or buttermilk formulas according
to the clinical indications of each individual infant. In cases
in which large quantities of milk are fed it is necessary to
feed relatively low proportions of carbohydrates if one

attempts at all to approximate the caloric need. Protein
when fed in excess of need causes an increase in the energy
metabolism. The increase is in proportion to the amount
of protein oxidized, and not to the amount of protein added
to the body. Protein when fed in excess does not reduce the
amount of fat and carbohydrate metabolized, but the fat and
carbohydrate need remains fairly constant, and unless the
minimal need of fat and carbohydrate is supplied in the
food the organism will draw on its stored-up fat and glycogen
to supply the difference between the amount fed and that
which is metabolized.
When protein is fed greatly above its need it tends

to produce a condition of stupor which assumes serious
proportions if such feeding is continued. This stupor
gradually disappears as protein is reduced in the diet. This
condition is best considered as a protein food injury and
constitutes a clinical entity as definite in its symptomatology
as that which arises from too prolonged use of a rich carbo¬
hydrate diet. The protein need of the growing infant is
supplied when 7 per cent, of its caloric need is furnished in
protein calories. A general rule which will approximate the
protein need is to furnish three-quarter ounce of whole,
skimmed or top milk, per pound weight of child, or if the
metric system is applied, one twentieth of the body weight
in skimmed, whole or top milk. To keep the protein calorics
in any formula approximately 7 per cent, of the total, Hoobler
says, the following rule regarding the.addition of sugar or

cereal gruels or both may be followed : for each ounce of
whole milk add one-third ounce of sugar or cereal. For each
ounce of top 16 ounces (7 per cent.) milk add one-fourth
ounce of sugar or cereal. For each ounce of top 10 ounces

(10 per cent.) milk add one-sixth ounce of sugar or cereal.
2. Composition and Preparation of Protein Milk.—Court¬

ney and Fales found that the chief variation in the composi¬
tion of protein milk is in the fat. Uniformity is secured
not only by the use of ingredients of uniform composition,
but, what is much more important, by the exercise of great

care in the handling of the curd. It should be suspended for
a short time or allowed to rest for fifteen minutes on the
sieve before manipulation to drain off the whey ; care in
pressing the curd through the sieve is also essential. Since
the value of protein milk is in large measure due to its low
sugar content, the washing of the curd with water is a useful
means of removing an additional amount of sugar. When
properly prepared the amount of protein in protein milk is
quite constant and is usually somewhat greater than that of
the original milk; it is nearly all ca:ein. If the buttermilk is
added while the curd is being rubbed through the sieve, it
is unnecessary to repeat this part of the process. In the ash
of protein milk the amount of calcium and phosphorus is
slightly greater, that of sodium, potassium and chlorin is less
than in whole milk, being reduced to a little more than one
half the proportion present.
The authors caution that certain things are to be avoided

in preparing protein milk: (1) stirring too much or too long
while adding the rennin ; (2) leaving the milk during curd
formation in a cold place; (3) any unnecessary handling of
the curd in straining off the whey or in washing or in press¬
ing through the sieve; (4) subsequently heating beyond that
required in feeding. The composition of protein milk obtained
by Courtney and Fales from analyses made by them is : fat,
3.0 to 3.50 per cent.; sugar, 1.8 to 2.0; protein, 3.60 to 4.00;
ash, 0.65.

3. D'Espine's Sign.—Stoll summarizes his study as fol¬
lows : whispered bronchophony in the interscapular space
(D'Espine's sign) is indicative of a pathologic process at the
hilum of the lung. This may be due to enlarged glands the
result of malignancy, leukemia, Hodgkin's disease, syphilis
or any infectious disease of the lungs. He has also seen it
several times in aortic aneurysm. Its presence in the delicate
child is exceedingly suggestive of tuberculous involvement
of the tracheobronchial glands. Occasionally enlargement of
the bronchial glands is present when there is no change in
the whispered voice. In old people in whom the usual
physical signs of pulmonary tuberculosis are sometimes
exceedingly difficult to elicit, the character of the whispered
voice in the interscapular space should always be ascertained,
as a well-marked D'Espine sign speaks for tuberculosis rather
than for chronic bronchitis or emphysema. The diagnosis of
clinical tuberculosis, however, Stoll says, rests on the sum
total of physical signs and symptoms, not on one isolated
sign.

5. Epidemic Abortion Reactions in Children.—In a series
of newborn children who had as yet received no cow's milk
the blood was collected by the authors from the cord at
birth, or from the child's heel during the first few days after
birth, and immediately examined. In all, forty-two such
newborn children were examined, without a single positive
reaction. Eighteen of the forty-two children were girls.
Three of the infants died and postmortem examinations
showed: (1) bronchopneumonia with cardiac dilatation; (?.)
congenital syphilis and bronchopneumonia. This child gave
a positive Wassermann and a negative abortus reaction; (3)
bronchopneumonia and congenital hydronephrosis. The case
of one baby not included in the above series, as he received
other feeding than breast milk, is exceptionally interesting.
His blood gave a positive reaction using the Bacillus abortus
as antigen. He was taken from the breast on the seventh
day after birth as he had a high fever, the cause of which
was not ascertained. He was then fed on artificial food
containing cow's milk and on the twenty-first day the reaction
was positive. This is the earliest positive bacillus abortion
reaction observed (by the authors) and it is especially to be
noted that the reaction was found two weeks after removal
from the breast. The child recovered.
Another baby gave a positive reaction and had an enlarged

spleen. It was 19 months old, with fair nutrition, and had
been on a general diet. The postmortem examination showed
empyema, abscess of the lung, suppurative coxitis and adenitis.
As this reaction is carried out-in the same manner as the
Wassermann test except that the Bacillus abortus is used as
an antigen, the fact that the blood of five children with
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